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The Costs of Child Abuse vs. Child Abuse Prevention:

A Decade of Michigan’s Experience

Abstract

A ten-year follow-up of a state-level analysis comparing the costs associated with child

maltreatment and its consequences with the cost of providing child maltreatment prevention

services was undertaken.  Although the costs of child abuse and its prevention have increased in

the last decade, the conclusion that prevention is cost effective remains as true today as it was 10

years ago.  In 1992 the costs of child abuse in Michigan were estimated at $823 million annually.

The costs of prevention programming vary depending on the intensity of the services offered.

However in all of the prevention models tested, costs were significantly less than the costs of

treating the consequences of child abuse.  In the re-analysis using 2002 data, prevention costs

were still just fraction of the costs of treating the consequences of child abuse. In 2002 the cost

of child abuse in Michigan were estimated at about $1.8 billion.  Cost savings ranged from75%

to 94% depending on the prevention model tested.



The Costs of Child Abuse vs. Child Abuse Prevention:  Michigan's Experience

In 2003, the economic stresses on families and the reduction in resources that

characterize an economic recession combine to put children at risk for maltreatment.  These

stressful times are reminiscent of the situation we faced in the late 1980s and early 1990s when

economic stresses also put children at risk.  During the 90's, we were hopeful that the risk level

for children might be diminished by the proliferation of groups and agencies that embraced the

mission of child abuse prevention.  For example, by 1992 all but one of the 50 US states had

created agencies specifically for preventing child abuse (National Committee for Prevention of

Child Abuse, 1990).  These agencies and their umbrella organization, the National Alliance of

Children’s Trust and Prevention Funds, have an explicit child abuse and neglect prevention

mission.  In the 20 years since the beginning of Children’ Trust Funds (CTF) their potential has

been hampered by significant underfunding.

Children's Trust and Prevention Funds (CTF) and other prevention oriented groups

represent a potentially powerful force for the protection of children   In the last decade we have

seen both state and federal governments unable or unwilling to fund major new initiatives in

social services generally and child abuse prevention specifically.  While the contemporary

zeitgeist increasingly stresses self-help, empowerment, and private sector programs rather than

dependence on government to provide prevention services, these programs have faced a constant

funding struggle.  Over the last decade, several of the state CTFs have gone out of business, been

folded into treatment agencies, or struggled just to ensure their survival.

This survival struggle, prompts an important question.  Why is it so difficult to convince

policy makers, private funding sources, and politicians that prevention of child abuse should be

their highest priority?   The original idea behind CTFs, as conceived by Ray Helfer, M.D., was

that they would be organizations dedicated to the prevention of child abuse rather than the



treatment of its victims or perpetrators.  It isn't that treatment is unimportant, it is just that

agencies already exist (public and private) who see treatment as their mission.  CTFs see

prevention as their exclusive, or at least major, mission.

Of all the possible focuses of prevention, child maltreatment is one of the most

compelling.  The promise of child maltreatment prevention is that it effects savings in several

important areas.  The most obvious savings are, of course, in the lives of the children who will

not suffer the devastating effects of physical, emotional, and sexual abuse.  Beyond their benefit,

we accrue both tangible and intangible dividends as a society.  We benefit when children grow

into their potential as full contributors to the life and fabric of society.  Finally, by preventing

child abuse we save the staggering amounts of money spent annually dealing with its

consequences.

In 1992 the Michigan CTF supported research into the cost effectiveness of prevention

compared to the treatment costs associated with child abuse.  The purpose of that paper wa to

detail some of the costs of child maltreatment and some of the benefits of its prevention.  It was

intended to support and encourage the advocates of prevention and to provide some guidance to

policy makers in the area of child abuse prevention.  The paper was very well received.  It was

never published in any professional journal, but it was freely distributed, frequently copied, and

widely read.  In 2002, the Michigan CTF decided to conduct a 10 year update of the information

in the original paper.  This document is the report of that effort.

The rationale for prevention continues to be compelling.  It is common wisdom among

prevention advocates that no disease or social problem has ever been brought under control by

providing after-the-fact treatment to the victims of the disease or problem.  Preventive, proactive,

before-the-fact interventions have, historically, been the only effective way to control or

eliminate important diseases.  Public health prevention programs to control smallpox and polio

are prime examples.  In addition to the impressive effectiveness of such preventive interventions,

they have been remarkably cost effective--often costing only a small fraction of the expense of

treatment.  This cost effectiveness is captured in the folk saying, "An ounce of prevention is



worth a pound of cure."  In the 1992 analysis, the cost advantage for prevention came very close

to the ounce/pound ration claimed in this adage.

Cost-Effectiveness Analyses

Before beginning this analysis, it is important to define our terms.  There are several

related and potentially confusing labels for the family of analyses in this area.  Here is a brief

primer quoted from Albert Woodward (1998).
• "Cost-effectiveness: Cost-effectiveness measures outcome against cost—usually
the prevention effect of a program versus no program or, in a more sophisticated context,
the prevention effects of two programs against one another, with the dollar costs of the
programs being held constant. In other words, a prevention program is cost-effective if it
yields more health benefits (or outcomes) than do alternative uses of healthcare
resources....
• "Cost-benefit: Costs and benefits, unlike cost-effectiveness, are expressed in
terms of dollars. They are expressed as a ratio with both the benefits (the numerator) and
the costs (the denominator) in monetary terms. The benefits often have to be assigned or
imputed in quantitative money amounts; they are hard to define and hard to measure....
• "Cost-offset: Cost-offset has not been used in prevention research literature. It has
been used in a context of treatment costs reduced following treatment intervention."  (p.
131)
In 1992, we did some combination of cost-effectiveness and cost-benefit analyses.  We

tried to convert many of the outcomes into dollar amounts, often by making a number of
arguable assumptions.  Even at the time it was clear that other assumptions could have been
made and defended.  Subsequent critiques of the paper have emphasized this fact.  However, all
the assumptions that undergirded the analyses were presented so that the reader could judge the
adequacy of these assumptions for themselves.  The choice of pushing the analyses toward the
cost-benefit pole of the spectrum was made to increase the usefulness of the document for
prevention advocates.  It was thought that having a definite figure to refer to, even if it was built
upon assumptions, would be appealing and useful to advocates as they tried to persuade potential
funders of the financial soundness of their investment.

It was impossible to arrive at a single estimate of each variable necessary for the
cost-benefit analyses conducted in 1992 and that remains true today.  For example, it is even
impossible to determine the true scope of the child abuse problem.  There is wide variability in
estimates of the incidence of child abuse.  For the 1992 paper, the official reports of substantiated
child abuse cases, as reported by Michigan's Department of Social Services, were used to
measure the child abuse incidence.  Having made this choice, we offered the caveat that many
factors in addition to the abusive interaction between child and parent influenced the process
which results in a substantiated case being declared.

We also struggled with converting the effects of child abuse into costs.  Some costs

seemed straightforward and directly related to abuse (e.g., hospital costs), while other costs were



much less directly tied to abuse (e.g., troubles in school, involvement with the juvenile justice

system, increased mental health problems).  We recognized that not all abused children evidence

such problems and some who do may do so for reasons unrelated to their abusive history.

Ignoring these costs was deemed a serious omission from the analysis of the cost of child abuse,

yet care was be taken not to overestimate the costs involved.

Even the costs of child abuse prevention are difficult to estimate.  Prevention programs

vary in scope, intensity, and length.  Do we compare the costs of abuse to the costs of a typical

prevention program or an ideal one?  Do we use programs that might be realistically available

today or estimate the costs of the prevention program we would offer if we had more money

available for prevention?  Beyond that, the analysis requires an estimate of prevention

effectiveness.  As was the case in 1992, most preventive interventions in 2002 are still not

evaluated in a way that would allow a definitive statement about how many instances of child

maltreatment were actually prevented.

In revisiting this effort 10 years later, we were in a position to re-examine some of the

original assumptions and methods of the 1992 effort.  We decided that the follow-up needed to

maintain the same assumptions and methods for two important reasons.  First, these assumptions

turned out to be as valid in 2002 as they were 10 years earlier.  That is not to say that one

couldn’t propose and defend other assumptions – we readily admit that there are a range of

equally valid assumptions for most of the areas we examined.  Secondly, we wanted the new

effort to be as comparable to the first, so we could make a statement about how things have

changed (or not) in the last decade.

What follows in the rest of this report is a presentation of (a) the assumptions that guided

the data collection, (b) the date from the 1992 report, and (c) the updated figures from 2002.

Costs and Consequences of Child Maltreatment



Number of victims:  In Michigan, state social service figures are collected for the fiscal

year (October 1st to September 30th).  The state social services agency (in Michigan it is called

the Family Independence Agency) provided the data in Table 1 that bear on this issue.
Table 1: Population and abuse data for the state of Michigan, 1992 - 2002

Variable 1992 2002
State population 9,295,297 (1990 census) 9,938,444 (2000 census)
Total child population 2,458,765 (1990 census) 2,595,767 (2000 census)
Number of substantiated child
abuse cases

15,940 (1991) 16,425 (2002)

Number of substantiated child
victims of abuse

26,366 (1991) 29,805 (2002)

Number of children in families
with open CPS cases

39,452 (1991) 44,598 (2002)

Each substantiated case of child abuse represents a family and often includes more than one child

victim.  Michigan statistics identify two types of child victims; children for whom abuse has

been substantiated and the other children in the home.  These children become involved in the PS

system because of the abuse to their siblings and because of their own potential to be abused.

During 1991 there were 39,452 children involved in the Protective Services (PS) system as a

direct result of child maltreatment.  In 2002 this number increased to 44,598.  With the exception

of calculating the medical costs of treating abusive injuries, the number of children in abusive

families was used throughout the 1992 paper and that decision was carried forward to 2002.

This choice is based on the conviction that the majority of consequences of abuse derive from

living in an abusive home environment rather than from the abuse itself.

Low birthweight babies.  Low birthweight babies are those who weigh less than 2500

grams or 5.5 pounds at birth (Children's Defense Fund, 1990a).  In 1992, the cost of a low

birthweight baby was between $14,000 and $30,000 above the cost of normal birthweight babies

(U.S. Congress, Office of Technology Assessment, 1988a; Children's Defense Fund, 1990a).  By

2002 that figure had increased to $54,510 above the cost of a normally weighted child



(Healthcare Cost and Utilization Project, 2000).  These costs include newborn hospitalization,

rehospitalization within the first year, and other health care costs associated with low birthweight

(U.S. Congress, Office of Technology Assessment, 1988a).  Data on low birthweight babies is

given in Table 2.

Table 2: Low birthweight babies in Michigan, incidence and costs 1992 - 2002
Variable 1992 2002
Total number of births 153,080 (1990) 136,045 (2000)
Percent of low birthweight
babies

7.6% (1989) 8.04% (YEAR?)

Number of low birthweight
babies

11,634 10,714

Cost estimates $255,949,760 $584,020,140

Death due to child abuse and preventable infant mortality.  The costs are hardest to

calculate in the case of preventable infant mortality and death due to child abuse.  How does one

measure the worth of a human life?  How does one measure the loss to society of contributions in

the arts, sciences, politics, or business that will never be made?  These contributions are

impossible to quantify in financial terms.  However, one way to approach this area is to

recognize that people, whatever else they may be, are often wage earners and taxpayers during

their lifetimes.  Table 3 presents the data to calculate the loss of lifetime tax revenue due to

preventable death of children.
Table 3: Loss of tax revenue to Michigan due to preventable infant death 1992-2002

Variable 1992 2002
Per capita income $17,745 $27,654
Length of labor force
participation

33 years 40 years

State income tax rate 4.6% 4.1%
Number of children dying due
to CAN or other preventable
causes

1,715 1,157

Loss of state tax income $46,201,865 $68,081,514



It is clear that not all infant mortality is preventable or the result of poor prenatal care on

the part of the mother.  Yet there is a definite relationship between the adequacy of the mother's

prenatal care and the health of her baby at birth.  The high proportion of women who receive

either no prenatal care or none until after the sixth month of pregnancy represents one of the

most serious health problems facing the nation.  Not only do the infants face a higher risk of

death and disability, but the risk of maternal morbidity and disability, often from preventable

causes, also increased substantially  (Children's Defense Fund, 1990b, p. 14).

Although the figures reported in Table 3 represent the loss of tax revenue during a

lifetime it can also be interpreted as the per year loss to the state if the rates of tax and infant

mortality are fairly stable.  That is, while the loss of taxes from a child who died this year will be

spread out over the next 6 or 7 decades, this year the state is deprived of tax collections from all

children who died during the last 6 or 7 decades.  If the tax rate and infant mortality rate are

reasonably stable (or change in compensating ways), the per year loss will approximate the

lifetime loss from an annual cohort.  

Medical treatment of injuries due to abuse.  Not all abused children require

hospitalization or medical treatment.  Michigan's social service records do not provide summary

data on this variable.  We were able to find national figures that helped us estimate the relevant

numbers in Michigan.  These data are given in Table 4.

Table 4: Medical Treatment of Injuries Due to Abuse and Neglect in Michigan, 1992 - 2002

Variable 1992 2002
% of abused children requiring
hospitalization

3.2% (Daro, 1988) 2.89% (HCUP, CDC, 2000)

Number of children requiring
hospitalization

844 861

Number of children requiring
medical treatment short of
hospitalization (5%)

1,973 1,490

Cost of medical treatment $4,978,016 Need figure



According to data from Blue Cross/Blue Shield of Michigan, in 1991 the average stay in hospital

for Michigan children with injuries or poisonings was 4.5 days and the average cost per child

was $5,498 (Blue Cross/Blue Shield, personal communication, 1992).  By 2002, that figure had

risen to $14,811.  No statistics were found to estimate the extent of abuse related injuries

requiring medical treatment short of hospitalization.  It seems conservative to assume that an

additional 5% of all children from abusive households would require either medical

examinations to aid in the investigation of the abuse referral or outpatient treatment for injuries

not serious enough to require hospitalization.  Blue Cross/Blue Shield of Michigan paid an

average of $172 dollars for outpatient treatment of injuries and poisonings during 1991 (Blue

Cross/Blue Shield, personal communication, 1992).  What figure used in 2002?

Special education costs .  Suffering abuse puts children at greater risk for many

difficulties throughout their lives.  The National Clinical Evaluation Study identified several of

these difficulties.
• Approximately 30% of abused children have some type of language or cognitive
impairment;
• Over 50% of abused children have socioemotional problems;
• Approximately 14% of abused children exhibit self- mutilative or other self-
destructive behavior;
• Over 50% of abused children have difficulty in school, including poor attendance
and misconduct;
• Over 22% of abused children have a learning disorder (Daro, 1988, p. 154)
With these figures in mind, it is estimated that one quarter of all children from abusive

households will receive some special education services for at least one year between
kindergarten and twelfth grade.  In 1991 we estimated that school-based special education
services cost approximately $655 per child annually (Daro, 1988, p. 154).  Based upon this
figure and the rate of inflation in the last decade, we estimate that in 2000 these same services
would cost $830 per child annually.  The data relevant to these costs is given in Table 5.
Table 5: Special Education costs due to Child Abuse and Neglect in Michigan: 1992 - 2002

Variable 1992 2002
Number of children requiring
Special Education Services

9,863 11,150

Cost per child annually  $655 $830
Costs for Special Education $6,460,265 $9,254,500



Protective Service costs .  Each report of suspected child abuse needs to be investigated

and substantiated cases need treatment.  These tasks fall to the Protective Service division of the

state department called (in 1992) the Michigan Department of Social Services or (in 2002)

Michigan Family Independence Agency.  By consulting the legislative appropriations bill we

determined that the state expenditures for the Protective Services division were $37,900,000

in 1991 and $55,060,686 in 2000 .

Foster care costs.  Not all abused children are placed in foster care.  Daro (1988) cites a

figure from the American Association for Protecting Children that only 18% of abused children

are actually removed, even temporarily, from their home.  Herrenkohl and Herrenkohl (1981)

report that in their research with 1,118 children from abusive homes 45 percent of the children

spent time in foster placement.  We do not have the figures for Michigan for either of our two

time periods, so we chose to apply Daro’s  more conservative estimate of 18%.  We also used

Daro’s 1988 data that the average stay within the foster care system for these children was 7.68

months.  The abuse-related foster care costs are presented in Table 6.

Table 6: Foster care costs due to child abuse and neglect in Michigan: 1992 - 2002
Variable 1992 2002
Cost per child per month $1,347 $1,406
Number of abused children
requiring foster care (18%)

7,101 8,028

Average length of stay in foster
care (months)

7.68 7.68

Abuse related foster care costs $73,459,561 $86,686,986

Juvenile justice system .  The relationship between child abuse and later criminal activity

has been well publicized.  In some studies, nearly 80% of all incarcerated juvenile offenders

report a history of child abuse or neglect.  However, that does not mean that 80% of all

maltreated children will go on to be involved with the legal system.  Indeed, the majority of



abused children will never be involved in criminal activity.  McCord (1983) studied the long

term consequences of child abuse and neglect and found that approximately 20% of abused

children were convicted for serious juvenile crime such as theft, auto theft, breaking and

entering, burglary, or assault.  Lewis et al. (1989) also concluded that 20% was a reasonable

figure to use after a review of the relevant literature.

It is difficult to calculate the cost of this involvement.  There are at least three different

systems that are involved with juvenile crime:  the police, the courts, and corrections.  We were

unable to obtain abuse related cost estimates for either the police or the courts.  However, we

were able to determine that in 1992  it costs $172.51 per day to incarcerate a youth in Michigan's

corrections system (Department of Social Services, 1992).   Since similar figures were not

available for 2002, we adjusted the 1992 figures for the rate of inflation over the past decade.

During 1991, the average length of incarceration in juvenile residential facilities was 15 months.

Since we could not update this figure for 2002, we assumed that the average length of

incarceration in 2002 remained unchanged.  Given that changes in the law in the past decade

typically had the effect of increasing the length of prison sentences, we feel that this is a

conservative estimate.  The abuse related costs of juvenile incarceration are presented in Table 7.

Table 7: Costs of abuse related juvenile incarceration in Michigan, 1992 - 2002

Variable 1992 2002
Number of children involved with
juvenile justice system (20%) 7,890 8919.6
Number of children incarcerated
(33% of involved children) 2,604 2,943
Costs per day $172.51 $225
Average length of stay 15 months 15 months
Abuse related costs per year $202,147,218 $297,978,750

Adult criminality.  It gets more difficult to trace a direct causal path between child abuse

and its consequences as the time since abuse increases.  Yet we know that child abuse can--and

does--have life-long effects.  One of those effects is a higher risk for adult criminality.  During



the 1970's several studies were conducted examining the relationship between juvenile

delinquency and later adult incarceration (summarized by Loeber & Stouthamer-Loeber, 1987,

Table 12.9).  Each study found a slightly different rate, but on average 25.3% of juvenile

offenders are later incarcerated as adults.  Table 8 gives the costs associated with adult

criminality.  Note that these costs do not include any incarcerated perpetrators of abuse.

Table 8: Abuse related costs of adult criminality in Michigan, 1992 - 2002

Variable 1992 2002
Number of abuse victims likely
to be incarcerated for adult
criminalty

1,996 2,257

Annual cost of adult
incarceration

$25,000 $32,619

Average length of sentence 3.5 years 3.5 years
Abuse relate adult incarceration
costs

$174,650,000 $257,673,791

Psychological problems.  The psychological effects of child abuse can be severe and long

lasting.  In her forty year follow-up of abused boys, McCord (1983) found that, "Among the 97

neglected or abused children, 44 had become criminal, alcoholic, mentally ill, or had died before

reaching age 35" (p. 269).  Maltreated children are routinely found to have poorer psychosocial

adjustment than children from non-maltreating homes (Lamphear, 1986).  Although there is

ample documentation that child maltreatment is associated with higher levels of psychological

maladjustment, there are very few studies that examine formal help seeking from the mental

health system among maltreatment victims.  For example, a study by Scott (1992) found that

victims of childhood sexual abuse were nearly four times as likely to develop an adult

psychiatric disorder than were non sexually abused children, but there was no data regarding the

formal treatment of these disorders.



In the absence of any statistics to estimate how many children from abusive homes will

need psychological services as children or seek such services as adults, very conservative

assumptions were made.  It was assumed that one percent of these children will require inpatient

psychiatric hospitalization during their lifetime as a direct result of growing up in an abusive

environment, while five percent will receive outpatient therapy for these same reasons.  The

duration of outpatient treatment was assumed to be 20 sessions--a common limit of insurance

coverage for mental health treatment.  The average duration of inpatient treatment for patients in

Michigan's public mental health hospitals was 110 days in 1992 (Michigan Department of

Mental Health, 1992).  This average included both child and adult inpatients and is therefore an

underestimate for the length of hospitalization for children, since they tend to have longer

hospitalizations than adults.  We used these same assumptions for calculating the 2002 costs.

These costs are given in Table 9.

Table 9: Abuse related psychological treatment in Michigan, 1992 - 2002

Variable 1992 2002
Number needing outpatient
psychological treatment (5%)

1,973 2,230

Number needing inpatient
psychological treatment (1%)

395 446

Average cost of outpatient
treatment (20 sessions)

$1,500 $2,280

Average cost of inpatient
treatment (110 days)

$33,000 $47,410

Abuse related costs for
psychological treatment

$14,494,500 $26,229,260

Total costs.  Table 10 provides a summary and total of the costs outlined above.

Table 10: Total abuse related costs in Michigan, 1992 - 2002
Variable 1992 2002
Low birthweight $255,949,760 $584,020,140
Loss of state tax income $46,201,865 $68,081,514
Cost of medical treatment $4,978,016 Need figure
Costs for special education $6,460,265  $9,254,500



Protective Services $37,900,000  $55,060,686
Foster care costs $73,459,561  $86,686,986
Juvenile justice $202,147,218 $297,978,750
Adult criminality $174,650,000 $257,673,791
Psychological treatment $14,494,500 $26,229,260

Total abuse-related costs

 This money comes from a variety of sources, including state coffers, private insurance

companies, and personal funds.  Regardless of where it comes from, this money could be saved

or put to other uses if adequate prenatal care could be provided and child abuse could be

prevented.  We now turn to the prevention side of the cost-benefit equation.

Preventive intervention programs in the area of child abuse and neglect vary in both

content and delivery modes.  However, this variety can be organized into three generic types of

interventions:  family home visitor programs, parent education programs, and interventions

designed to make children less vulnerable to abuse.  Family home visitor programs bring the

intervention to the families who need it.  Such programs tend to emphasize outreach and seem

particularly well-suited to populations of families who might be unwilling or unable to

participate in more formally organized services.  These programs usually have some combination

of educational, supportive, or empowering goals for the families they serve.  Home visitor

programs may involve only a few visits or may last for five years or more.  Parent education

programs are more likely to be organized in an "academic" way, with planned "lessons"

delivered to individuals or small groups. These programs have definite educational goals in areas

such as pregnancy and delivery, child growth and development, or parenting skills.  These

programs may be accomplished in as few as one session or may go on for years with very

elaborate curricula.  Usually, the program recipient comes to a program site rather than the

program being delivered in the family's home.  Child interventions are designed to make children



less vulnerable targets for abuse.  Sexual abuse prevention programs that teach children self-

protective skills are the most popular kind of program in this category.

Within each category of program there may be significant variation in both style and

content. However, for the purposes of this paper this trichotomy will make a cost accounting

possible.  Data from programs funded by Michigan's Children's Trust Fund (MCTF) during the

past several years were used to determine the cost of prevention.  During that time, MCTF

funded programs in all three categories--family home visitor, parent education, and child

interventions.  As might be expected, there was overlap in the "per unit" cost of the three types of

programs.  On average, however, the family home visitor programs were most expensive ($324

per family, 1990-1991 MCTF costs), following by parent education programs ($253 per family,

1990-1991 MCTF costs), and child intervention (school-based sexual abuse prevention)

programs ($2.14 per child, 1987-1988 MCTF costs).  These figures represent only part of the

cost of delivering these services. MCTF requires grant recipients match the MCTF grant with

local funds and in-kind donations. The total costs for these programs were; $950 for home visitor

programs and $473 for parent education programs.  Comparable figures for the child intervention

programs were not readily available.

The evaluation of program effectiveness in the area of child maltreatment prevention

typically involves the measurement of some short-term changes in program participants rather

than the direct measurement of changes in child abuse incidence.  These short-term changes are

in areas that are thought to mediate the occurrence of child maltreatment.  For example, since

some cohorts of abusive parents have been found to be socially isolated (Oates et al., 1979),

programs often aim to increase parental involvement in their social networks.  Increased

involvement is believed to reduce the likelihood of future child maltreatment.  Similarly, since

some abusive parents have been shown to be deficient in their knowledge of child development

(Dubowitz, 1986), many prevention programs aim to increase such knowledge in the hope of

reducing abusive risk.



Evaluations such as these are critically important.  They inform program staff and help

them design effective programs to reach their short-term goals.  They also help in the quest to

understand the causes of child abuse.  However, as helpful as these evaluations are, they are not a

substitute for evaluations that actually demonstrate the impact a program has on the incidence of

child maltreatment.  To complete the cost-benefit analysis of prevention programs it is necessary

to judge a program's effectiveness in this way.

Fortunately, several such evaluations have been carried out, although not in Michigan.

Table 11 provides information about how each of these programs has had an impact on child

abuse rates. The results of these studies are equivocal.  Although all of the programs showed

some change in abuse rates, many of these changes were not statistically significant.  The largest

program (Healthy Start in Kansas) did show a significant decrease in the number of maltreatment

cases.  Other programs (e.g., Olds et al., 1986) showed significant decreases in child abuse rates

among certain subgroups of program participants.  The data in Table 1 suggest that modest to

moderate reductions of the rate of child maltreatment can be achieved by preventive

interventions.
Table 11:  Evaluations of prevention programs that examined changes in incidence rates of

childhood maltreatment.

REFERENCE TYPE OF PROGRAM RESULTS
Gray et al., 1976;
1977

Home Visitor High risk, intervene, N=50, 12% reported for
abuse or neglect within 2 years compared to 4%
of the high risk, non-intervene (N=50) and 0%
of a low risk, non-intervene (N=50). These
results are not statistically significant. Five
children in the high risk non-intervene group
required hospitalization due to child abuse
compared to none in the intervene group,
suggesting the abuse was less serious in the
intervention group.

O'Connor et al.,
1980

Early Contact with
Newborn

Early contact group (N=143) had 0.7% referred
to P.S. for maltreatment within 1.5 years
compared to 3.5% of comparison group.  This
difference is not statistically significant.



Olds et al., 1986 Home Visitor Group visited by PH nurse for two years had a
5% maltreatment rate by year 2. Comparison
group had a 10% rate. This difference is not
statistically significant.

Siegel et al., 1980 Home Visitor plus Early
Hospital Contact

Early contact only (N=50) group had 6.0%
abuse rate within one year of birth.  Home visit
only group (N=53) had 13.2% abuse rate,
combined contact and visit group (N=106) had
6.6% rate, comparison group (N=112) had 5.4%
rate.  These differences are not statistically
significant.

Simmons, 1986
(Healthy Start-
Kansas)

Home Visitor Compared to counties without, counties with
home visitor program had an increase in the
number of abuse reports but a decrease in the
number of substantiated cases (15% vs. 26%
statewide).

The Michigan Department of Public Health reports there were 60,626 live births to first

time mothers in Michigan during 1990.  This group is an ideal target for a comprehensive child

abuse prevention program for two reasons.  First, these parents are usually very receptive to

parenting interventions at this time (Helfer, Bristor, Cullen, & Wilson, 1989) and, second, by

serving all new parents, one eventually reaches the entire population of families with children.

To offer a comprehensive parent education program to every family having its first baby in

the state of Michigan would cost 28.67 million dollars.  To offer a home visitor program to

these same families would cost 57.59 million dollars.

            The costs of child maltreatment and some of its consequences have been presented, as

have the costs of prevention programs.  The costs of the two types of prevention efforts, home

visitor and parent education programs are, respectively, 3.5% and 7.0% of the 823 million dollars

estimated earlier as the cost of child abuse.  To mount a hybrid prevention program, where

every Michigan family having their first child receives either one of these two services for a

cost intermediate between the two individual programs (i.e., $711.50 per family annually),



would cost 43.13 million dollars annually.  This figure is just below one nineteenth of the

cost estimate for abuse (5.24% vs. 5.26%).

        It's clear from the data presented in Table 1 that even the most effective prevention program

will not reduce the incidence of child abuse to zero.  However, figures presented in this paper

show that even small reductions in the rate of child maltreatment can make prevention cost

effective.  The same can be said for reductions in the rate of low birthweight babies.  An Office

of Technology Assessment report suggests that reductions in the rate of low birthweight between

0.07 and 0.20 percent would be enough to offset the costs of universal eligibility for Medicaid

for all pregnant women in poverty (U.S.Congress, OTA, 1988b).

The cost benefit analysis presented above is based upon several choices.  First, each of

the MCTF home visitor programs used for the prevention cost estimate made extensive use of

volunteers to deliver the services.  Programs that use paid staff to deliver these services will

certainly be more expensive.  Second, the prevention costs were calculated for programs that

were 12 months in duration.  Prevention programs that offered longer interventions would, of

course, be proportionally more expensive.  Yet even these factors could easily be accounted for

without jeopardizing the cost effectiveness of prevention compared to the costs of treating the

consequences of child maltreatment.

The case for prevention is persuasive.  Not only is it the humane approach, it is the

financially responsible approach.  Programs designed to prevent child maltreatment serve society

in several ways:  they build stronger, healthier children; they reduce the burdens on state services

such as education, law enforcement, corrections, and mental health; and they free money to be

spent on more life-enhancing projects.  An ounce of prevention truly is worth a pound of cure.

References

Center for the Study of Social Policy (1992).  Kids Count Data Book.  Washington, DC:  Center

for the Study of Social Policy.

Children's Defense Fund (1990a). Child Abuse Prevention:  Michigan's Experience Washington,

DC:  Children's Defense Fund.



Children's Defense Fund (1990b).  Maternal and infant health:  Key data.   Washington, DC:

Children's Defense Fund.

Children's Defense Fund (1991).  The health of America's children, 1991:  State and city data

appendix to CDF's child, youth, and family futures clearinghouse report.  Washington,

DC: Children's Defense Fund.

Daro, D. (1988).  Confronting child abuse:  Research for effective program design.  New York:

Free Press.

Daro, D., & McCurdy, K. (1991).  Current trends in child abuse reporting and fatalities:  The

results of the 1990 annual fifty state survey.  Working Paper #808.  Chicago:  National

Committee for Prevention of Child Abuse.

Dubowitz, H. (1986).  Child maltreatment in the United States:  Etiology, impact and prevention.

Report prepared for the Office of Technology Assessment, U.S. Congress, Washington,

DC.

Gray, J.D., Cutler, C.A., Dean, J.G., & Kempe, C.H. (1976).  Perinatal assessment of mother-baby

interaction.  In R.E. Helfer & C.H. Kempe (Eds.) Child abuse and neglect:  The family

and the community (pp. 377-389).  Cambridge, MA:  Ballinger.

Gray, J.D., Cutler, C.A., Dean, J.G., & Kempe, C.H. (1977).  Predictions and prevention of child

abuse and neglect.  Child Abuse and Neglect, 1, 45-48.

Hampton, R.L., Daniel, J.H., & Newberger, E.H. (1983).  Pediatric social illnesses and black

families.  The Western Journal of Black Studies, 7, 190-197.

Health and Welfare Data Center (1991).  Children's protective services management information.

Reports number PS-314 and PS-31D.  Lansing, MI:  Michigan Department of Social

Services.

Helfer, R.E., Bristor, M.W., Cullen, B., & Wilson, A. (1987).  The perinatal period, a window of

opportunity for enhancing parent-infant communication:  An approach to prevention.

Child Abuse and Neglect,  2, 565-579.



Herrenkohl, R. C., & Herrenkohl, E. C. (1981).  Some antecedents and developmental

consequences of child maltreatment.  In R. Rizley & D. Cicchetti, (Eds.) Developmental

perspectives on child maltreatment, pp. 57-76. San Francisco: Jossey-Bass.

Hoffman, M.S. (Ed.). (1990).  The world almanac and book of facts.  New York:  Pharos Books.

Lamphear, V. S. (1986).  The psychosocial adjustment of maltreated children:  Methodological

limitations and guidelines for future research.  Child Abuse and Neglect, 10, 63-69.

Lewis, D.O., Mallouh, C., & Webb, V. (1989).  Child abuse, delinquency, and violent criminality.

In D. Cicchetti & V. Carlson (Eds.) Child maltreatment :  Theory and research on the

causes and consequences of child abuse and neglect, pp. 707-721.  New York: Cambridge

University Press.

Loeber, R. & Stouthamer-Loeber, M. (1987).  Prediction.  In H. C. Quay (Ed.), Handbook of

Juvenile Delinquency, pp.325-382.  New York: Wiley.

Michigan Children's Trust Fund (1992).  Report of Checkoff Revenues and Expenditures per

County Since Fiscal Year 1984.  Michigan Children's Trust Fund, Lansing, MI.

McCord, J. (1983).  A forty-year perspective on the effects of child abuse and neglect.  Child

Abuse and Neglect, 7, 265.

Michigan Department of Public Health (1992).  Birth statistics.  Statistical service section, Center

for Health Statistics, Lansing, MI.

Michigan Department of Social Services (1991).  Foster care case management report, fiscal 1990.

Data Reporting Section, DSS Publication 292.  Lansing, MI:  Department of Social

Services.

National Committee for Prevention of Child Abuse (1990).  1990 Children's Trust and Prevention

Funds Survey Results.  Chicago:  NCPCA.

Oates, R.K., Davis, A.A., Ryan, M.G., et al. (1979).  Risk factors associated with child abuse.

Child Abuse and Neglect, 3, 547-553.

O'Connor, S., Vietze, P.M., Sherrod, K.B., Sandler, H.M., & Altemeier, W.A. (1980).  Reduced

incidence of parenting inadequacy following rooming-in.  Pediatrics, 66, 176-182.



Olds, D.L., Henderson, C.R., Chamberlin, R., & Tatelbaum, R. (1986)  Preventing child abuse and

neglect:  A randomized trial of nurse home visitation.  Pediatrics, 78, 65-78.

Scott, K. D. (1992).  Childhood sexual abuse:  Impact on a community's mental health status. Child

Abuse and Neglect, 16, 285-295.

Siegel, E., Bauman, K.E., Schaefer, E.S., Sanders, M.M., & Ingram, D.D. (1980).  Hospital and

home support during infancy:  Impact on maternal attachment, child abuse and neglect,

and health care utilization.  Pediatrics, 66, 183-190.

Simmons, J.T. (1986).  Programs that work:  Evidence of primary prevention of child abuse.

Houston:  Greater Houston Committee for the Prevention of Child Abuse.

Turbett, J.P., & O'Tool, R. (1983).  Teachers' recognition and reporting of child abuse.  Journal of

School Health, 53, 605-609.

U.S. Congress, Office of Technology Assessment (1988a).  Healthy children:  Investing in the

future.  OTA-H-345.  Washington, DC:  U.S. Government Printing Office.

U.S. Congress, Office of Technology Assessment (1988b).  Healthy children:  Investing in the

future:  Summary.  OTA-H-346.  Washington, DC:  U.S. Government Printing Office.

U.S. Department of Health and Human Services (1982).  Executive Summary:  National study of

the incidence of severity of child abuse and neglect.  Washington, DC:  U.S. Government

Printing Office.

Wilson, J., Thomas, D., & Schutte, K. (1983).  Survey of counselors on identifying and reporting

cases of child abuse.  School Counselor, 30, 299-305.

Woodward, A.  (1998).  Overview of methods: Cost-effectiveness, cost-benefits, and cost-offsets

of prevention.  In Cost-Benefit/Cost-Effectiveness Research of Drug Abuse Prevention:

Implications for Programming and Policy,  NIDA Research Monograph, Number 176.

(http://www.drugabuse.gov/pdf/monographs/monograph176/download176.html)


